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Executive Summary

Legislation in 2006 (Session Law 2006-142, HB 28&é¢tion 2.(a)(c)) requires the Division of Mental
Health, Developmental Disabilities and Substancas&bServices to report to the Legislative Oversight
Committee on Mental Health, Developmental Disab#itand Substance Abuse Services (LOC) every six
months on progress made in seven statewide penfi@gr@dgomains. This semi-annual report builds on the
measures in the previous reports.

Domain 1: Access to ServicesThe system measures the number of individuaisaty receiving
services against the number of individuals projtttehave a mental illness, developmental disgtulit
substance use disorder based upon national preealates. Among all the age-disability groups, a
greater percentage of children estimated to hawergal illness are receiving services. Just oaérdi
children (55%) and adults (51%) estimated to hareeatal illness are provided services by the public
system. Only 21% of children and 40% of adultéestied to have developmental disabilities are
provided services by the public system. The fewises provided to persons projected to have substan
abuse problems (hovering around 10% of those etgtdria be in need for both adolescents and adults)
continues to be an area of significant concern.r@e past two calendar years, the timelinessitéin
services for routine care has fluctuated and sdeghaof 82% and most recently a low of 71%. The
Division expects the current economic environmeriirting more people to the public system, incregsin
the number of new requests for care, while cutberget restrictions will make it more difficult ftne
public system to provide timely care to all thodeomeed help.

Domain 2: Individualized Planning and Suppert€onsumers with mental health and substance abuse
disorders (regardless of age group) overwhelmirgprt having a choice in their provider. The large
majority of consumers with developmental disakfitreport having some input in how they spend their
day, money and free time (very similar to consunegsl participating states). In addition, the oréty

of consumers with developmental disabilities reploeir Case Managers are responsive to their needs.
For mental health and substance abuse consumeilaygie majority of children and adolescents report
family involvement in service planning and treatmevith adolescent substance abuse consumers
reporting the lowest level of family involvement.

Domain 3: Promotion of Best Practice$or mental health and substance abuse consuimetast

several quarters have shown significant increastsei use of a wider array of best practice sesvioce
both child and adult consumers. A greater numbg@eafons discharged from the state alcohol and drug
treatment centers or state psychiatric hospit&adaing seen within seven days of their discharge.

Domain 4: Consumer-Friendly Outcomedorth Carolina consumers with developmentalluigies

report strong participation in community life suehshopping, entertainment, going out to eat, ngni
errands, and exercise/sports (very similar to isdoom consumers in all other states). Parents and
guardians of child mental health consumers wereetikely to report services were very helpful toei
key quality of life indicators than were adolescengintal health consumers. However, adolescent
substance abuse consumers were more likely thdesa@ot mental health consumers to report services
were very helpful in improving their quality of éif increasing their hope about the future, anceamsing
control over their own life. Compared to adult namealth consumers, adult substance abuse
consumers were slightly more likely to report tbatvices were very helpful to them in improvingithe
education, housing, and employment.

Domain 5: Quality Management System3he Division is using NC DHHS’ Open Window away to
meet the objectives of DHHS Excels through contirsuquality improvement.




Domain 6: System Efficiency and Effectivenesghe timely and accurate submission of datado th
Division has improved over the past eight quartexseasing from 69% to 87%. The submission of
reports to the Division has remained consistentip Hluctuating between 91% and 98% over the past
eight quarters.

Domain 7: Prevention and Early Interventieifhe Federal Synar Amendment, Section 1926 of the
Public Health Service Act, requires all statesdnduct specific activities to reduce youth access t
tobacco products. Over the past 15 years, the SBnogram has reduced tobacco sales to North
Carolina’s youth from 50% to 10% of attempted pas#s.




Table of Contents

N I (@15 L Lo I O PSSRSO 5
DOMAIN 1: ACCESS TOSERVICES .....uuuutttttttteaeaassaasstseseeeeaeeessaassnnesseeassssssssssssseseeeeessanssssssseseenaanses 5
Measure 1.1: Persons Receiving COMMUNILY SEIVICES.......uuuuuiiiiiiieiiiiie e eee e s 5
Measure 1.2: Timeliness Of INItIal SEIVICE ....cccccuviiiiiiiii e e 7
DOMAIN 2: INDIVIDUALIZED PLANNING AND SUPPORTS . ...ctttteeeeaiiiunrrteeeereeesessansssnsnseneeasssssnsneeeeeeeees 9
Measure 2.1: CONSUMET CROICE ... ...ttt mmnseseeeesseessseenssnnnnennnes 9
Measure 2.2: Person-Centered Planning ..........cccccoooiiiiiiiiieeeeeeeeeee et 11
DOMAIN 3: PROMOTION OF BESTPRACTICE ....ceiiiiiiiitieiitee e e e e e e esiiieeeee e e e e eeneeeeaaaeeeessnnnnnnnneeaeeeeeenans 12
Measure 3.1: Persons Receiving Evidence-BasediBeECL..............cooviiiiiiiiiiiieee e 12
Measure 3.2: Management of State Facility USAQE mm...cvvvveeeeeeiiiiiiiiiiiiiiiiiiiiiivieeeeeeeeeeeeeeeeeeen 15
Measure 3.3: Continuity of Care Following Dischaifyjem State Facilities ..............ccccvvvvvieeeen.. 16
DOMAIN 4: CONSUMER-FRIENDLY OUTCOMES......cceeiiiuittiieiraaeaeassasssteeeseessesaaaseeeeeaaesssannsssnssseesaeens 18
Measure 4.1: Outcomes for Persons with Developrh@iabilities ...............evvvviiiiviiiiiiieeennenn. 19
Measure 4.2: Outcomes for Persons with Mental HeBlsorders............cccceevveeiiiiiiiiiiceeeneenn. 19
Measure 4.3: Outcomes for Persons with SubstanaseADisorders................eevvveeviiviiiienneennn. 21
DOMAIN 5: QUALITY MANAGEMENT SYSTEMS ..cittieeeiiiuuttitereaeeeeessanssnnnessessanaaaasseseeeeesssaansssssseeeseees 22
Measure 5.1: DHHS Excels and Open WINAOW ......cccceiiviiiiiiiiiiiiceeeeeeeeeeeeeee e, 22
Measure 5.2: Critical Access Behavioral Health Age(CABHA) Implementation Update............. 23
DOMAIN 6: SYSTEM EFFICIENCY AND EFFECTIVENESS......cciiiiiiiieiieieeeeeeeesisnseeeeeeeeessssnseeeeeeeeesannnnes 23
Measure 6.1: Business and Information Management.................euvvvvveevvveniiinmnnirmmeeeereeeeeeeeen. 24
Measure 6.2: Performance on System INdiCatorS ..., 24
Measure 6.3: Efficient Management of Service FUNAS...........coovvoiiiiiiiiiiiiicce e 26
DOMAIN 7: PREVENTION AND EARLY INTERVENTION .....uuuttiiiireeeeesssintrnneereeseessssnsssnneeessssssssssseneeeens 26
Measure 7.1: State Synar Program to Reduce Tob&atas to MiNOrsS........ccccceeeeiieeiiiei e i eeeeens 26
APPENDIX A: LEGISLATIVE BACKGROUND .......ocoiirieesisesiesieseeseesessesese e sse e seeseeeesessessensens 28
APPENDIX B: SAMHSA NATIONAL OUTCOME MEASURES.........ccooiieeireresereee e 29
APPENDIX C: CMSQUALITY FRAMEWORK ......ooiiiieirest e 30
APPENDIX D: DESCRIPTION OF DATA SOURCES.......coitiirieee s 31




Mental Health, Developmental Disabilities and Substance Abuse Services
Statewide System Perfor mance Report
SFY 2010-11: Spring Report

I ntroduction

TheMental Health, Developmental Disabilities and Sabste Abuse Services Statewide System
Performance Repors presented in response to Session Law 2006S&kdion 2.(a)(c) and builds on the
measures reported in previous semi-annual repdes Appendix A).

Domain 1: Access to Services

Access to Services refers to the process of egténmservice system. This domain measures the
system’s effectiveness in providing easy and gamtess to services for individuals with mental tieal
developmental disabilities and substance abus&seameeds who request help. Timely access is éakent
for helping to engage people in treatment long ghdo improve or restore personal control overrthei
lives, and to prevent crises. Both the Substanaeséland Mental Health Services Administration
(SAMHSA) National Outcome Measures and Centerdffedicaid and Medicare Services (CMS)
Quiality Framework include measures of consumeresgto services.

Measure 1.1: Persons Receiving Community Services

National research estimates the occurrence of aheon serious mental health, developmental
disabilities and substance abuse problems in thalpbon prevalence (See Appendix D for sources.)
Applying the most recent estimates to North Caeddirpopulations translates into 393,208 NC adults
needing mental health (MH) services and almost@IDneeding substance abuse (SA) services each
year. Slightly more than 59,000 adults need sesvarel supports for a developmental disability (BD).

In terms of children and adolescents, just over,@@Bchildren experience MH problems each year that
if not addressed, can lead to a MH disorder (assyithie 12% prevalence rate for older youth, ages,9-
also applies to children under age 9). Almost 60 fildren and adolescents (ages 0-17) in North
Carolina have a developmental disability and arrodBgD00 adolescents (ages 12-17) experience a
diagnosable SA disorder.

! see Appendix B for SAMHSA National Outcome Measwed Appendix C for CMS Quality Framework.

2 The numbers presented here include all personsithNCarolina estimated to need mh/dd/sa servinekjding
those who may be served by private agencies or ptidic systems.
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Table 1.1.a
Number of Persons in Need of Senices by Age Disability Group
SFY 09/10
700,000
609,513
600,000 -
500,000 -
400,000 | 333:208
300,000 -
203,416
200,000 -
100,000 - 59084 61,218 48,000
0 ] -
Adult Child Adult Child Adult Child
Mental Health Developmental Substance Abuse
Disabilities

SOURCE: Office of State Budget and Management (OpBtdte Demographics Unit,
July 2010 population projection data.

The Division is committed to serving individualstivmental health, developmental disabilities, and
substance abuse needs in their communities rdtherit institutional settings. Tracking the numbgkr
persons in need who receive community-based senfieated prevalengehrough the public
MH/DD/SAS system provides a barometer of progresthat goal.

Not all persons in need of MH/DD/SA services wédek help from the public system. Those who have
other resources, such as private insurance, willacd private providers for care. However, many —
especially those with mental health and/or substafitise issues — will not seek help at all, duelack
of knowledge of what services are available or flovge services can help. In addition, culturainstig
against admitting problems and distrust of govemtalgorograms keep others from seeking Help.

Table 1.1.b, on the next page, presents the peofg@etrsons estimated to be in need who received
publicly-funded community-based services duringlése state fiscal ye4rThis percentage provides
information that the Division uses to establistsmrmble targets and to evaluate the need for future
changes to fiscal or programmatic policies.

% The Division of MH/DD/SAS is charged with servingrpons ages 3 and above. The Division of Publidthiéa
responsible for all services to children from bitttihough age 2. Local educational systems are nséple for
educational services to children with developmedisdbilities through age 21.The LME Administrati@est
Model, developed by Anthony Broskowski and used hasis for LME funding, assumes that 48% of adarits
40% of children in need will be served through pldlic MH/DD/SAS system.

* The number of persons in need of services (therdarator) includes North Carolinians that the stte’
MH/DD/SA service system is responsible for seriages 3 and over for MH and DD, ages 12 and oveBA).
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Table 1.1.b
Percent of Persons in Need Served by Age Disability Group
SFY 09/10
100%
80% -
60% { 5106 55%
40% 40%
b -
21%
04
20% 11% 9%
0%
Adult Child Adult Child Adult ‘ Child
Mental Health Developmental Substance Abuse
Disabilities

SOURCE: Medicaid and State Service Claims Daty. Du2009 - June 30, 2010.

As seen in Table 1.1.b., the state’s public systerges only 11% of adults estimated to have substan
abuse disorders compared to 51% of adults estiniatieave mental health disorders and 40% of adults
with developmental disabilities. This is, in pateflection of the larger percentage of individuaith
mental health disorders and developmental disisilivho are Medicaid-eligible than the percentdge o
Medicaid-eligibility of individuals with substan@duse disorders.

The state serves 55% of children and adolesceges 2+17) estimated to need mental health (MH)
services and 21% of children and adolescents @&d&3$ estimated as needing developmental disasiliti
(DD) services. Nine percent of adolescents (agek7) projected to be in need of substance abusg (S
services receive them through the state’s MH/DD$8#Avice system.

Measure 1.2: Timeliness of Initial Service

Timeliness of Initial Service is a nationally ace@pmeasurehat refers to the time between an
individual's call to an LME or provider to requesstrvice and their first face-to-face service. Atays
that responds quickly to a request for help camegunea crisis that results in more trauma to tlkvidual
and results in more costly care for the systemp&easding when an individual is ready to seek hedp al
supports his or her efforts to enter and remaseiwices long enough to have a positive outcome.

Table 1.2.a, on the next page, shows fluctuatidherpercentage of consumers who seek routine (non-
urgent) care and are actually seen by a providdrimiourteen days of requesting services (the last
guarter of the most recent calendar year had afoit% whereas the beginning of that same calendar
year had a high of 82%). In the last quarter of ZDYL0 the percent of those who are seen within two
hours in emergency situations and within 48 homnsrgent situations is even higher, at 99% and 82%
respectively (not shown). (Note: There were teciinibanges in the way this data is reported by LMEs
in the last quarter of the calendar year.)

® Health Plan Employer Data and Information Set (HE®) measures.
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Percentage of Persons Receiving Timely Access
to Routine Care (Provided within 14 Calendar Days)

Table 1.2.a

CY 2009 - CY 2010
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750 (8%

80%

82%
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2009 2009 2009
CY 2009

2009

Oct-Dec |Jan-Mar

2010

Apr-Jun | Jul-Sep | Oct-Dec
2010 2010 | 2010*
CY 2010

SOURCE: Data from LME screening, triage, and refdogs submitted to the NC
Division of MH/DD/SAS as part of DHHS-LME Performas Contract. *Note: The

methodology for reporting data changed at this time

The Division continues to work with LMEs to improgensumers receiving their first services in a me

fashion.

As shown in Table 1.2.b below, almost all mentalltieand substance abuse consumers or parents of
child consumers (regardless of age group) repodatg during their initial assessment in SFY 2009-1
stated that services were received in a time fridnaemet their needs.
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60%

40%

20%

0%

Table 1.2.b

Senice Received in Time Frame that Met Needs of Mental Health
and/or Substance Abuse Consumers

SFY 09/10
97% 97% 97% 96% 94%
Adult ‘ Adolescent ‘ Child Adult Adolescent
Mental Health Substance Abuse

SOURCE: NC Treatment Outcomes & Program Perform&ystem (NC-TOPPS)
Data. Initial Assessments conducted July 1, 20Déne 30, 2010.




Due to expected increases in people seeking pulilioded services coupled with budget cuts in fogdi
of services, the Division expects future reportstiow a decreased percent of consumers meeting the
standard for timely access, as LMEs and providgrtbalance competing goals of serving increased
numbers of people and providing timely and suffitigervices to those who need help.

Domain 2: Individualized Planning and Supports

Individualized Planning and Supports refers togteetice of tailoring services to fit the needshef
individual rather than simply providing a standaedvice package. It addresses an individual's and/o
family’s involvement in planning for the delivery appropriate services. Services that focus on vehat
important tothe individual — and their family, where approgeia are more likely to engage them in
service and encourage them to take charge ofliheg. Services that address what is importanttfem
produce good life outcomes more efficiently anaetfely.

The CMS Quality Framework encourages measuringxtbent to which consumers are involved in
developing their service plans, have a choice anppogders and receive assistance in obtaining and
moving between services when necessary.

Measure 2.1: Consumer Choice

Offering choices is the initial step in honoring tindividualized needs of persons with disabilitiElse
ability of a consumer to exercise a meaningful ceaf providers depends first and foremost on lgasin
sufficient number of qualified providers to serliese requesting help.

Consumerswith Mental Health and Substance Abuse Disabilities (Table 2.1.a): Finding the right
provider can mean the difference between willingagement in services or discontinuation of services
before recovery or stability can be achieved. Wiifficient provider capacity, consumers have an
opportunity to select services from agencies thegtrtheir individual scheduling and transportation
requirements, address their individual needs éffelgtand encourage them in a way that feels peaison
comfortable and supportive.

About three-fourths of mental health consumersairéigss of the age group) and 7 out of 10 adult and
adolescent substance abuse consumers reportimphmegalata in SFY 2009-10 said that the LME gave
them a list of providers from which to choose sezsi (See Appendix D for information on NC-TOPPS).
The majority of the remaining consumers reportey tontacted the provider directly and a very small
percentage of consumers reported they did notwecelist of options.




Table 2.1.a
Choice of Provider for Consumers Receiving
Mental Health or Substance Abuse Senvices
100% SFY 09/10
o ° %
60% -
40% -|
20% -
0%
Adult ‘ Adolescent ‘ Child Adult Adolescent
Mental Health Substance Abuse
@ LME Provided List of Choices  m Consumer Directly Contacted Provider

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS)
Data. Initial Assessments conducted July 1, 20Déne 30, 2010.

Consumerswith Developmental Disabilities (Table 2.1.b): Having a choice of providers, while
important, is not the only component of control ®amers seek. Having control of one’s life also nexgu
being able to exercise choice in making both manat routine life decisions.

In SFY 2008-09 interviews, an overwhelming majodfyconsumers with DD reported choosing or
having some input in how they spend their day (8G#éE time (89%), and money (87%). Overall, there
was very little difference between North Carolimemsumers and consumers from all states particgpatin
in the project. (See Appendix D for more informatimn this survey.)

Table 2.1.b
Choice Over Daily Decisions for Consumers
with Developmental Disabilities
SFY 08/09
100% -
80% -
60% -
40% - 83% 88%
20% -
0%
Daily Schedule How to Spend Free How to Spend Money
Time
@ North Carolina m All Participating States

SOURCE: National Core Indicators Project, Consusawey. Project Year 2008-09,
North Carolina (NC) compared to All Participatintgat@s (All).
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Measure 2.2: Person-Centered Planning

A Person-Centered Plan (PCP) is the basis foriehgilized planning and service provision. It allows
consumers and family members to guide decisionsta@t services are appropriate to meet their needs
and goals and tracks progress toward those gda¢sDivision requires a PCP for individuals who
receive publicly-funded community intervention sees and developmental disability services and has
implemented a standardized format and conduct@drigato ensure statewide adoption of this practice

As the following tables show, a large majority ohsumers are involved in the service planning and
delivery process.

Consumerswith Mental Health and Substance Abuse Disabilities (Table 2.2.a): Table 2.2.a shows
that the overwhelming majority of families of chitsh and adolescents with mental health disordéng (n
out of every ten families) are involved in serviganning and delivery. For families of adolescemith
substance abuse disorders, approximately sevenf tert are involved with service planning and 84% a
involved with service delivery.

Table 2.2.a
Family Inwolvement in Planning and Delivery of Senices
for Mental Health or Substance Abuse Consumers
T SFY 09/10
0
80% -
60% -
s 90%
b -
20% -
0% ‘
Child Mental Health Adolescent Mental Adolescent Substance
Health Abuse
@ Person-Centered Planning m Treatment Senvices

SOURCE: NC Treatment Outcomes & Program Perform&yséem (NC-TOPPS)
Data. 3 Month Update Interviews conducted JulyQQ®- June 30, 2010

The greater involvement of parents of children addlescents may reflect the state’s efforts totutsta
system of care that strongly encourages family esimp of service planning and delivery. In taking a
person-centered approach to services, providers taastrike a balance between honoring consumers’
preferences and encouraging the involvement ofdiridual’s natural support network.

Consumerswith Developmental Disabilities (Table 2.2.b): In SFY 2008-09, the large majority of
North Carolina consumers with developmental dig#dsl (81%) reported that their case manager is
responsive to them regarding services and suppeeded (see Table 2.2.a below). North Carolina
consumers, regardless of where they live, were fil@ly to report involvement in service coordiraati
compared to consumers in all states using thisssur¢See Appendix D for more information on this
survey.)
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Table 2.2.b
Input into Senice Coordination for Consumers with
Dewelopmental Disabilities by Living Arrangement
SFY 08/09
100% -
80% -
60% -
40% - 75% 81%
20% -
0% T T T
Community-  Individual's Home Parent's Home Overall
Based Facility
@ North Carolina m All Participating States

SOURCE: National Core Indicators Project, Consusawey. Project Year 2008-09,
North Carolina (NC) compared to All Participatintga@s (All).

The Division, LMEs and providers continue to incangite person-centered thinking into all aspecth®f
service system. The Division expects recent renssto the standardized Person-Centered Planning for
and continued trainings on its use to support grbithprovements in this area.

Domain 3: Promotion of Best Practice

This domain refers to adopting and supporting thmedels of service that give individuals the best
chance to live full lives in their chosen commuastilt includes support of community-based programs
and practice models that scientific research has/sho improve the behaviors and/or functioning of
persons with disabilities. It also refers to pramgspractices that are recognized nationally. The
Substance Abuse and Mental Health Services Admatish (SAMHSA) requires states to report on the
availability of evidence-based practices as pathefNational Outcome Measures.

Supporting best practices requires adopting paithat encourage the use of natural supports,
community resources and community-based servidersigs funding the development of evidence-based
practices; reimbursing providers who adopt thosetmes; and providing oversight and technical
assistance to ensure the quality of those services.

Measure 3.1: Persons Receiving Evidence-Based Practices

Consumerswith Mental Health Disabilities: Adults with severe and persistent mental illesssften
need more than outpatient therapy or medicatiomsaiotain stable lives in their communities.
Community Support Teams (CST) and Assertive Comtypdrreatment Teams (ACTT) are designed to
provide intensive, wrap-around services to prefreguent hospitalizations for these individuals aetp
them successfully live in their communities. Aswhan Table 3.1.a, on the next page, the number of
persons served in ACTT has been climbing steaddy the past two years (roughly increasing by 29
percent), while the number of persons served in B&Tmore than quadrupled since the first quafter o
SFY 2008-09. This increase is likely a respong@éadiscontinuation of community support. The
decline since June 2010 is a result of the Depattsenplementation of Critical Access Behavioral
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Health Agencies (CABHA) as the only providers wiam offer this service. (See the Fall 2010 repart fo
more details on this initiative.) The Division iarefully monitoring this service and taking stepensure
it is appropriate for the individuals served.

Table 3.1.a
Number of Persons Served in ACTT and CST
SFY 08/09 Q1 - SFY 10/11 Q1
14,000 12,619
12,000 | 11,499 11,627
10,000 -
8,000
6,000 -
4,000 | 2588
- > o~ —o——*
2000 7 ) o7 2814 2858 2886 2985 2991 3031 3232 3459
0
July - Oct.- Jan.- April- July- Oct.- Jan.- April- July -
Sept. Dec. March June Sept. Dec. March June  Sept.
2008 2008 2009 2009 2009 2009 2010 2010 2010
—e—ACTT —m—CST

SOURCE: Medicaid and State Service Claims Daty. Du2008 - September 30, 2010.

Best practice services that support community ¢j\fior children and adolescents with severe emotiona
disturbances and/or substance abuse problemse&equaivement of the whole family. Two of thesetbes
practices — intensive in-home (lIH) and multi-sysie therapy (MST) — help reduce the number of
children who require residential and inpatient cdiable 3.1.b, on the next page, shows that theoeum
of persons served in IIH has increased more tha@nhundred percent since the first quarter of SBY82
09. During the same time period, the number cdqes served in MST has increased 77%. Like CST,
the growth and leveling off of IIH is likely a rempse to the discontinuation of community suppod an
the implementation of CABHA as the only agencied ttan offer IIH. The Division is working with
these selected agencies to ensure appropriate use.
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Table 3.1.b
Number of Persons Served in IIH and MST
SFY 08/09 Q1 - SFY 10/11 Q1

10,000

8,000 - 7806 8067

6,000 -

4,000 -

2,000 { 1287 o
o | m295 508 g31‘ S.SE‘ﬁs | 409 | | |

July - Oct.- Jan.- April- July- Oct.- Jan.- April- July -
Sept. Dec. March June  Sept. Dec. March June  Sept.
2008 2008 2009 2009 2009 2009 2010 2010 2010

—o—1IIH —m— MST

SOURCE: Medicaid and State Service Claims Daty. Du2008 - September 30, 2010.

Consumerswith Substance Abuse Disabilities: Recovery for individuals with substance abuserdisrs
requires service to begin immediately when an idial seeks care and to continue with sufficient
intensity and duration to achieve and maintainiabste. The Substance Abuse Intensive Outpatient
Program (SAIOP) and Comprehensive Outpatient TreatifSACOT) models support those intensive
services using best practices, such as motivatioteliewing techniques. While SAIOP has
experienced an increase of 56% in the number aoperserved during the last nine quarters, SACQT ha
increased by just 33% in the same time periodeas s Table 3.1.c below.

Table 3.1.c
Number of Persons Served in SACOT and SAIOP
SFY 08/09 Q1 - SFY 10/11 Q1

3,000
2,397

2,500 -

2,090 2,087

2,000 - 1,824 1780

1,645 1,694 1,673

1,536
1,500 +

1,000 - 472
355 295 329 325 348 352 423 409

500 . k”‘*/*
*—— o & > -
0 T T
July - Oct.- Jan.- April- July- Oct.- Jan.- April- July -
Sept. Dec. March  June Sept. Dec. March  June Sept.
2008 2008 2009 2009 2009 2009 2010 2010 2010

—e— SACOT —m— SAIOP

SOURCE: Medicaid and State Service Claims Datg. DuP008 - September 30, 2010.
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The increase in persons receiving these best peastirvices has coincided with the decrease in
inappropriate use of Community Support as a basecegor many consumers. This rebalancing reflects
a move to more person-centered decisions aboubpipgie service levels.

The Division encourages continued growth in thaesgemce-based practices for persons with substance
abuse issues.

Measure 3.2: Management of State Facility Usage

Community Crisis Care and Short-Term Use of State Hospitals: North Carolina is committed to
developing a service system in which individuaks sgrved in their home communities whenever
possible. This is a particularly critical componehtare in times of crisis. Service systems that
concentrate on preventing crises and providing comity-based crisis response services can help
individuals to maintain contact with and receiveort from family and friends, while reducing th&eu
of state-operated psychiatric hospitals.

As has been reported previously, North Carolinahisterically used its state psychiatric hospitals
provide more short-term care (30 days or less) titlher states. The majority of states do not haweets
term care units in their state hospitals. Insteadeacare is provided in private hospitals, reserthe use
of state psychiatric hospitals for consumers naglting-term care. As a result North Carolina hagexk
more people overall in its state hospitals andayetengths of stay have been shorter than thenadti
average.

Table 3.2.a shows that just over three-fourths (j7éPtlischarges during the first quarter of SFY @Q1
were for consumers with lengths of stay for 30 dayless. Of the 1,051 discharges, 32% (n=334) were
for consumers who discharged within 7 days of asioms a drop of 7 percentage points from the first
quarter of the previous fiscal year. Stays of 88@s increased by two percentage points and efe33
days to one year increased by 5% during the sameeperiod.

Table 3.2.a
Short Term Care for Consumers in
State Psychiatric Hospitals
SFY 10/11, Q1

7 Days or
Less
32%

Greater than
1 Year

1% 30-365 Days

23%

SOURCE: Healthcare Enterprise Accounts Receivatdeking System (HEARTS)
Data for discharges during July 1 - September 80@02N=1,051 discharges.
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Acute Carein State Alcohol and Drug Treatment Centers: In contrast to efforts teeducethe use of
state psychiatric hospitals for acute care, thesiim continues working tmcreasethe use of state
Alcohol and Drug Treatment Centers (ADATCSs) for teccare. ADATCs are critical resources to serve
individuals who are exhibiting primary substancassbproblems that are beyond the treatment capacity
of local community services, but for whom psycha@lrospitalization is not appropriate. As shown in
Table 3.2.b below, admissions to all ADATCs incezhby approximately 12% over the past five state
fiscal years.

Table 3.2.b
Annual Admissions to ADATCs
Ower Past Five State Fiscal Years
5,000
4,000 - 4,429
v 4118 4,301
3,000 | 3,616
2,000 -
1,000 -
0 T T T
SFY 2006 SFY 2007 SFY 2008 SFY 2009 SFY 2010

SOURCE: DMH/DD/SAS Consumer Data Warehouse (CDWinual Statistical Reports
for Alcohol and Drug Abuse Treatment Centers. Adioiss from SFY 2006 through SFY
2010.

Measure 3.3: Continuity of Care Following Discharge from State Facilities

Continuity of care for consumers after dischargatia state facility is critically important in prawing
future crises and supporting an individual's susftgsransition to community living. A follow-up sace
within 7 calendar days of discharge from a statditiais the current NC requirement in t8&Y 2011
DHHS-LME Performance ContrattDevelopmental centers adhere to a stricter bastipe standard,
which ensures that individuals moving to commusgstings receive extensive pre-discharge planning
and immediate care upon discharge.

For individuals moving from the developmental cente the community, transition planning begins
many months prior to dischar§&his involves multiple person-centered planningtimgs between the
individual, their guardian, the treatment team #re&provider that has been selected by the indatidnd
their guardian. Service delivery begins immediatgign leaving the developmental center. During

® The Division adopted the Health Plan Employer Catd Information Set (HEDIS©) measure. Howeverf bes
practice is for individuals with MH or SA disorddrsreceive care within 3 days. As the communityise
system stabilizes, the Division will increase expgons for timely follow-up community care.

" Best practice for persons with DD moving from oexeel of care to another is to receive immediat®¥elup care
that adheres to prior planning decisions that im@dlall relevant parties.
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Calendar Year 2010, a total of 17 individuals wdiseharged from the general population of the
developmental centers to the commufitill 17 individuals went directly from servicestae
developmental centers to services in the commuriigble 3.3.a shows the type of community setting t
which the individuals moved.

Table3.3a
Follow-Up Carefor DD Consumers Discharged from State Developmental Center s*
Calendar Year 2010

Time Period Number of Individuals Moveq Type of Community Setting
to Community

1 to ICF-MR group home

1 to supervised living home
January — March 2010 4
1 to natural family

1 to medical facility/hospital

April — June 2010 4 4 to supervised living home

1 to ICF-MR group home
July — September 2010 4 2 to supervised living home

1 to natural family

2 to ICF-MR group home

1 to supervised living home
October — December 2010 5
1 to alternative family living

1 to family home

*State developmental centers include J. lveRigldle Center, Murdoch Center, and Caswell Center.

Over the past few years the Division has workedeadiowith LMEs to improve care coordination and
follow-up services. Because of the emphasis omaripg the timeliness of follow-up care for persons
discharged from state psychiatric facilities andAAITSs, the state has seen notable increases in
consumers receiving care in the community followdigcharge. As shown in Table 3.3.b, on the next
page, more than six out of ten (63% out of 781)abkons discharged from state ADATCs are seen for
follow-up care, with four out of ten (40%) receiginare within 7 days of discharge. One year ago,
slightly less than one-third of consumers dischdifgem an ADATC were seen within 7 days. Follow-
up care for the state psychiatric hospitals is somad better. Two-thirds (66% out of 1,092) of pers
discharged from state psychiatric hospitals reckillew-up care, a little more than half (52%) begin

8 This number does not include persons discharged §mecialty programs or respite care in the deveégal
centers.
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seen within 7 days. One year ago, it was just uhd#rn49%) of consumers discharged from a state
psychiatric hospital were seen within 7 days. Dhasion will continue to emphasize this critical
continuity of care issue with the expectation thate consumers will be seen in a timely manner.

Table 3.3.b
Follow-up Care for Consumers Discharged
from ADATCs and State Psychiatric Hospitals
SFY 09/10, Q4
100%
80% -
4%
6%
60% - 4% 6% 14%
40% 13%
b -
52%
20% 40%
0%
ADATCs Psychiatric Hospitals
@ 1-7 Days m 8-30 Days O 31-60 Days O 61+ Days

SOURCE: Healthcare Enterprise Accounts Receivaldeking System (HEARTS) Discharge
Data (for HEARTS discharges April 1 - June 30, 20Medicaid and State Service Claims
Data (for claims paid through October 31, 2010)

Domain 4: Consumer-Friendly Outcomes

Consumer Outcomes refers to the impact of servingbe lives of individuals who receive care. Ohe o
the primary goals of system reform is building eoneery-oriented service system. Recovery for peyson
with disabilities means having independence, stglgihd control over one’s own life, being consielba
valuable member of one’s community and being abkctomplish personal and social goals.

All people — including those with disabilities —mtdo be safe, to engage in meaningful daily atiisj
to enjoy time with supportive friends and familydaio participate positively in the larger community
The SAMHSA National Outcome Measures and the CM8liu-ramework include measures of
consumers’ perceptions of service outcomes anduressf functioning in a variety of areas, incluglin

* Symptom reduction, abstinence, and/or behaviorpfavements.

* Housing stability and independence.

» Employment and education.

» Social connectedness.

* Reduction in criminal involvement.

The Division is currently working to ensure thadividual progress on these consumer outcomes is
addressed as a regular part of developing persaieresl plans for every consumer. Based on anadysis

current information, the Division has identifiedgmvements in housing and employment opportunities
as strategic objectives for the next three yeanssidn and local agencies will continue analyzing
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consumer outcomes data to monitor progress in teses and to identify other areas that requirieyol
development or targeting of funds for training aechnical assistance in clinical practice and theo
service system enhancements.

Measure 4.1: Outcomes for Persons with Developmental Disabilities

In annual interviews with consumers with developtakdisabilities in SFY 2008-09, the overwhelming
majority of North Carolina consumers reported ggptition in community life (see Table 4.1 below). |
SFY 2008-09, the Consumer Survey assessed howinftemduals participated in everyday activities in
their communities, such as shopping, entertainnggmhg out to eat, running errands, and
exercise/playing sports. North Carolina consumartigipated in shopping, eating out, and exercising
more often in a month than consumers among aligizating states. North Carolina consumers did not
differ significantly from consumers among all statesing the survey in the areas of going out for
entertainment and running errands. (See Appendor Details on this survey.)

Table 4.1
Participation in Community Activities for Consumers with
Dewvelopmental Disabilities: How Often Consumers Go...
SFY 08/09
< 10
5 7.9
= 8-
é@ . 5.7
] 4.9
= 4.7
s 4 37 36 31 L4
£ 22 24 '
= o
“5 1
¥ 0 ‘ ‘
Shopping Out for Out to Eat On Errands Exercise/ Play
Entertainment Sports
‘ @ North Carolina m All Participating States

SOURCE: National Core Indicators Project, Consuwawey. Project Year 2008-09, North
Carolina (NC) compared to All Participating Statas).

Measure 4.2: Outcomes for Persons with Mental Health Disorders

For persons with mental iliness, successful engagéim services for even three months can begin to
build the stability and control that improve congugi lives and give them hope for further recovery.
While three months is insufficient time to judge tbng-term effect of treatment, building hopehag t
outset is an important factor in engaging individua their treatment and sustaining improvements o
time.

Table 4.2.a, on the next page, shows how adolesoemtal health consumers and parents/guardians of
child mental health consumers in SFY 2009-10 peeckthe impact of the first three months of treatime
in three important quality of life indicators. dusder half of parents/guardians reported theldsh
services were very helpful in improving their ctglduality of life and hope for future, 48% and 47%
respectively. A little more than one-third (36%)pafrents/guardians also stated services were very
helpful in increasing their child’s control ovesshier life. Adolescents, however, reported sligtdiver
rates for helpfulness of program services fortaké¢ quality of life indicators. Slightly less thiour out
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of ten adolescents reported services had imprdwadduality of life. Forty-three percent statexvices
were very helpful in increasing their hope aboetfiiture and approximately one-third (34%) of
adolescents reported that services were very Hetpiacreasing control over their lives. (See Apgix
D for details on the NC-TOPPS system used to dales data.)

Table 4.2.a
Helpfulness of Program Senices Reported by Child/Adolescent
Consumers Receiving Mental Health Senices (% Very Helpful)

100% SFY 09/10

80% -

60% -

40% -

20% - 38%

0% ‘ T
Improving Quality of Life  Increasing Hope for  Increasing Control Over
Future Life

O Child m Adolescent

SOURCE: NC Treatment Outcomes & Program Perform&ystem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2009 - Jihe€310 matched to 3-Month Update
Interviews.

For adults with mental iliness, housing and empleghare important to regaining personal control of
one’s life. Table 4.2.b below shows how adult menéalth consumers in SFY 2009-10 rated the impact
of the first three months of treatment in three &esas of their lives. (See Appendix D for detailsthe
NC-TOPPS system used to collect this data.)

Table 4.2.b
Helpfulness of Program Senices Reported by Adult Consumers
Receiving Mental Health Senices (% Very Helpful)
SFY 09/10
100%
80% -
60% -
40%
20% -
0% ‘
Improving Education Improving Vocational/ Improving Housing
Employment Status
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SOURCE: NC Treatment Outcomes & Program Perform&ystem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2009 - Jihe€310 matched to 3-Month Update
Interviews.

* Approximately one-third of adults (34%) reportedtteervices helped improve their education.
* One-third of adults (33%) reported improvementthair vocational/employment status.

* Four out of ten (42%) adults reported that serviedped improve their housing situation.

Measure 4.3: Outcomes for Persons with Substance Abuse Disorders

For persons with substance abuse disorders, ldgetivith mental illness, successful engagement in
services for even three months can begin to bbédstability and control that improve consumengdi
and give them hope for further recovery. Successfghgement in the first three months of service is
especially critical for this population of consumdnecause of the chronic, debilitating nature of
addictions.

As seen in Table 4.3.a below, 43% of adolescerdtanbe abuse consumers in SFY 2009-10 stated that
program services were very helpful in improvingitlyiality of life, slightly less than half repode
services were helpful in increasing their hope alioai future (47%), and four out of ten reporteviees
were helpful in increasing control over their owe.|

Table 4.3.a
Helpfulness of Program Senices Reported by Adolescent
Consumers Receiving Substance Abuse Senices (% Very Helpful)

SFY 09/10
100%

80% -

60% -

40%

20%

0%

Improving Quality of Life  Increasing Hope for  Increasing Control Over
Future Life

SOURCE: NC Treatment Outcomes & Program Perform&ystéem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2009 - Jin&B310 matched to 3-Month Update
Interviews.

Table 4.3.b, on the next page, shows how adultanbs abuse consumers in SFY 2009-10 perceived the
impact of the first three months of treatment irethessential areas of their lives. Again, peroeptafter
three months of service is primarily an indicatbthe individual’'s hope for recovery and engagenient
services, both of which are key for achieving amstaining improvements over time. (See Appendix D

for details on the NC-TOPPS system used to cdileéstdata.)
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Table 4.3.b
Helpfulness of Program Senices Reported by Adult Consumers
Receiving Substance Abuse Senices (% Very Helpful)
SFY 09/10
100%
80% -
60% -
40%
20% -
0% ‘
Improving Education Improving Vocational/ Improving Housing
Employment Status

SOURCE: NC Treatment Outcomes & Program Perform&ystéem (NC-TOPPS) Data.
Initial Assessments conducted July 1, 2009 - Jihe€310 matched to 3-Month Update
Interviews.

» Approximately four out of ten adult SA consumerngared that services were vey helpful in
improving their education.

» Thirty-seven percent of adult SA consumers reposezdices were very helpful in improving their
vocational/employment status.

» Close to half (47%) of adult SA consumers repopedjram services as very helpful in improving
their housing situation.

Domain 5: Quality Management Systems

Quality Management refers to a way of thinking arsystem of activities that promote the identifmat
and adoption of effective services and managemagatipes. The Division incorporates the processes a
spelled out in the CMS Quality Framework for Honnel €ommunity-Based Services (see Appendix C
for more information). These processes includeviiets to ensure a foundation of basic quality tmd
implement ongoing improvements. The first set aivéiees, often labeledjuality assurance, focuses on
compliance with rules, regulations and performastaeadards that protect the health, safety andsight
the individuals served by the public mental healthelopmental disabilities and substance abuse
services system. The second set of activities|ddliality improvement, focuses on analyzing
performance information and putting processesacgto make incremental refinements to the system.

Measure 5.1: DHHS Excels and Open Window

The Department of Health and Human Services’ ndtiaiive, “DHHS Excels” uses five categories to
capture various services offered throughout theallepent. Summarized versions of these five goas ar

1. Management of resources for effective servidwely and operations.

2. Prevention and wellness education to the gepeialic.
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3. Targeted prevention to at-risk populations.
4. Service provision to individuals with identifie@eds (community).
5. Service provision to individuals experiencing®es health needs (out of home).

Through DHHS NC Open Window database, SecretarjeL&ansler hopes to align services by
category rather than by division, so that NorthdBaians will be able to view a full range of sare$
across the Department, with fiscal and performatata at hand. The database includes a descripftion
the service, current and projected costs, numteeved, and goals for the service. Open Window can
assist consumers, families, other stakeholderadenstand what services are available, the costs
associated with these services, and how performanmoeasured. Each of the five DHHS Excels goals
listed has its own objective, and every serviceeuride goal has performance measures linked to the
DHHS Excels objective. Linking DHHS Excels goaldhe database offers our Division an opportunity
to enhance management through transparent perfoarespectations for services delivered.

The model DHHS has begun leads to better collalboraind connectivity of services provided across
divisions, with the goal of better outcomes for samers. As a management tool, DHHS NC Open
Window allows managers of all levels to get a catepicture of services and funding inside andidets
their own division. The transparency allows marecaintability and is a mechanism for improved
planning, communication, feedback, and directiothatdivision level. The Division of MH/DD/SAS
will use the revised version of Open Window as § wameet the objectives of DHHS Excels through
continuous quality improvement. We will managevsrss, performance, and funds through the system
throughout the fiscal year, and strategize basdti@mformation in Open Window.

Measure 5.2: Critical Access Behavioral Health Agency (CABHA) Implementation Update

As discussed in the Fall 2010 report, the Departrhas implemented a new category of provider agency
referred to as CABHA. As of January 1, 2011 onABEIAs can provide CST, IIH, and Day Treatment
services. Providers of these three services nay& submitted a Letter of Attestation for CABHA
certification on or before August 31, 2010 to obt@ABHA certification on or before the December

31, 2010 deadline. The following is a brief summafyhe current status as of February 2011: Poior t
August 31, 2010, a total of 603 providers had stiiechiapplications, 188 agencies were certified@thd
agencies requested reconsideration. Since Augy&030, 106 application packets have been received,
approximately 65 have been reviewed and approxignaéof the 65 have met desk review. The
CABHAs are providing services in all one hundredrages.

Domain 6: System Efficiency and Effectiveness

System efficiency and effectiveness refers to #pacity of the service system to use limited funds
wisely -- to serve the persons most in need inathat ensures their safety and dignity while hadpi

them to achieve recovery and independence. Anteféeservice system is built on an efficient
management system, key features of which includel gtanning, sound fiscal management and diligent
information management.

The annuaDHHS-LME Performance Contraserves as the Division’s vehicle for evaluatingEEM
efficiency and effectiveness. It lays out the regnents for each function that the LME is contrddte
fulfill. In addition, the contract contains statel@imeasures with annual performance standards and
projected targets that the Division tracks and respan its website in the quarte@ommunity Systems
Progress Reportd=or SFY 2009 the Division has also begun progdmmis information in a one-page
matrix format, calledCritical Measures at a Glance.The LMEs are expected to develop and
implement strategies for improving areas of weakra®l achieving the Division’s statewide targets.
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Measure 6.1: Business and Information Management

Making good decisions requires the ability to gatuaate, useful information quickly, easily and
regularly. It also requires efficient managemensadrce resources. Staff at all levels need to khew
status of their programs and resources in timake advantage of opportunities, avoid potential
problems, make needed refinements and plan aheathdse reasons, compliance is critical to LME and
Division efforts to manage the service system. DR#S-LME Performance Contragtcludes
requirements for timely and accurate submissidimancial and consumer information. Taken together,
the LMEs’ compliance with reporting requirementeypdes an indication of the system’s capacity for
using information to manage the service systengiefitly and effectively.

Table 6.1 shows the LMES’ submission of timely aedurate information over the past eight quarters.
Data submission has risen 18 percentage points6@%hto a high of 87% while the submission of
reports has fluctuated between 91% and 98% duniegame time period. For all eight quarters, the
percentage of report submission standards met aresstently higher than data submission.

Table 6.1
Percentage of Data and Report Submission Standards Met
for DHHS-LME Performance Contract
SFY 08/09 Q2 - SFY 10/11 Q1

97% 98% 96% 97% 9 97%
100% - 93% s SEP0 91%
80% - *
0 85% 84% 85% 86% 87%

78%
0,
60% - g9 74%

40% -

20% -+

0% T T T T T T T 1
Oct-Dec Jan-Mar Apr-Jun Jul-Sept Oct-Dec Jan-Mar Apr-Jun Jul-Sept
2008 2009 2009 2009 2009 2010 2010 2010

—&— Data Submission —m— Report Submission

SOURCE: Data from Quarterly Performance Contrgobres, SFY 08/09 Q2 though SFY 10/11 Q1.

Measure 6.2: Performance on System Indicators

The Division continues to monitor the effectivenebsommunity systems through statewide
performance indicator3he regular reporting of community progress assistsl and state managers in
identifying areas of success and areas in neetlesftion, as well as holds every part of the system
accountable for progress toward the goals of mdwalth reform. Problems caught early can be
addressed more effectively. Success in a particalsmponent of the service system by one community
can be used as a model to guide development im ctinemunities. Th®HHS-LME Performance
Contractassigns a standard for expected performance &br @#tical performance measure. Table 6.2,
on the next page, displays the number of LMEstettthe performance standard for the measures as
referenced in th8FY 2011 DHHS-LME Performance Contrathe Division is working with the LMEs
on areas where improvement is needed. In additi@nDivision is currently reviewing performance
measures for the SFY 2012 Performance Contraatermine areas where the service system has been
successful, areas that need improvement, and reasg & focus efforts on in the future.
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Table6.2

Number of LM Esthat Met the Performance Standard on Critical Performance M easur es

(N=23 LMES)
SFY 2010-11, 1% Quarter

Critical Performance Measure

Sub-Measure

Number of LMEs That Met the
Performance Standard

Emergent 23
Timely Access to Care Urgent 20
Routine 20
Adult MH 20
Child MH 19
Adult DD 20
Services to Persons in Need
Child DD 16
Adult SA 20
Adolescent SA 22
MH: 2 Visits in 14 Days 20
MH: 4 Visits in 45 Days 15
Timely Initiation/ Engagement| DD: 2 Visits in 14 Days 16
In Services DD: 4 Visits in 45 Days 13
SA: 2 Visits in 14 Days 20
SA: 4 Visits in 45 Days 20
Effective Use of State 22
Psychiatric Hospitals 1-7 Days of Care
State Psychiatric Hospital 30-Day Readmissions 19
Readmissions 180-Day Readmissions 21
ADATCs: Seen in 1-7 Days 22
Timely Follow-Up After
Inpatient Care State Psychiatric Hospitals: 18
Seen in 1-7 Days
Child Services in Non-Family Settings 23
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Measure 6.3: Efficient Management of Service Funds

In response to N.C. Session Law 2008-107, Secfiatb{x), which required the Department to return
the service authorizations, utilization reviews] arilization management (UM) functions to the LMEs
utilization management of Medicaid behavioral Heakrvices is now occurring with Eastpointe and the
Durham Center LMEs. As of September 20, 2010, raNiders for recipients with Medicaid eligibility
within The Durham Center’s catchment area (Durhar®y) were required to submit requests for initial
and concurrent authorization for mental health etlgmental disabilities, and substance abuse s&rvic
to The Durham Center for prior authorization. Albpiders for recipients with Medicaid eligibilityithin
Eastpointe’s catchment area (Duplin, Lenoir, Sampaad Wayne counties) were required to submit
requests for initial and concurrent authorizationrhental health, developmental disabilities, and
substance abuse services to Eastpointe for priboagation. This change applied only to providers
delivering services to recipients with Medicaidy@iility in those catchment areas. Authorization
decisions are being jointly reviewed for appronegss by the Division and the Division of Medical
Assistance (DMA) through a Quality of Care Comnatt& he Division is keeping a close eye on the
authorization process through monitoring and folapv

Domain 7: Prevention and Early Intervention

Prevention and Early Intervention refers to adggitdesigned to minimize the occurrence of mental
iliness, developmental disabilities, and substaimese whenever possible and to minimize the sgyerit
duration, and negative impact on persons’ livesédndisability cannot be preventé&tevention

activities include efforts to educate the geneudlic and specific groups known to be at risk. viergion
education focuses on the nature of MH/DD/SA prolsiemd how to prevent, recognize and address them
appropriatelyEarly inter vention activities target individuals who are experieno@agly signs of an
emerging condition to halt its progression or digantly reduce the severity and duration of itpéuat.

Preventing or intervening early in a potential peof is much more effective — both clinically and
financially — than treating a disability that hdseady caused major impairments and negative
consequences in an individual's and family’s lifecreasing national attention is being given to
preventing or minimizing the impact of mental ilbseand developmental disabilities in consumers'sliv
SAMHSA'’s National Outcome Measures (NOMS) emphasiieeuse of evidence-based programs to
educate at all levels and intervene with individuaho may be experiencing early problems associated
with substance use.

Measure 7.1: State Synar Program to Reduce Tobacco Sales to Minors

Reducing youth access to tobacco products is ompaoent of the state’s comprehensive program to
prevent and reduce tobacco use among young pédmd-ederal Synar Amendment, Section 1926 of
the Public Health Service Act, requires all statesonduct specific activities to reduce youth asde
tobacco products.

As part of the DHHS-LME Performance Contract, elllE is required to work with its providers to
implement Synar activities and report them to tlvddibn twice a year. LME activities include:

» Designation of a liaison to provide community leathp in reducing youth access to tobacco
products;

* Provision of at least 8 hours per month of consiolta education and primary prevention regarding
youth access through community collaboration, mentleducation, law enforcement, and
media/public relations activities; and

» Documentation and reporting of activities througstandardized reporting format.
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As part of Synar activities, the state conductauahrandom, unannounced inspections of tobaccd reta
outlets to determine merchant compliance with thge%s Youth Access Law, which prohibits the sdle o
tobacco products to anyone under age 18. As shovable 7.1, the state has made steady progress sin
1996 in reducing youth access to tobacco. Thear8MNAR survey has shown rates to have fallen
over time from 50% in 1996 to 10% in 2010. The pamg has been greatly enhanced since 2002 due to
grant support from the NC Health and Wellness Tirustd.

Table 7.1
Tobacco Sales to Minors
SFY 1996 - 2010
60%
» 50%
o
£ 50% -
s
o
o 40% -
Q
('_5 0,
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° 20% 20%
et 18% 17%
S 20% - 15% 1% 150 ° 15%
S 100% 12% 10%
& 10% -
O% T T T T T T T T T T T T T T
1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010

SOURCE: Data from State Synar Youth Purcliaseey (1996-2010).
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Appendix A: Legidlative Background
Session Law 2006-142 Section 2.(a)(c) revised t@ed¢neral Statute (G.S.) 122C-102(a) to read:

“The Department shall develop and implement a Jt&a for Mental Health, Developmental
Disabilities and Substance Abuse Services. Thegserpf the State Plan is to provide a strategic
template regarding how State and local resourcals st organized and used to provide services.
The State Plan shall be issued every three yegisrbeg July 1, 2007. It shall identify specific
goals to be achieved by the Department, area atiisoand area programs over a three-year
period of time and benchmarks for determining wlepirogress is being made toward those
goals. It shall also identify data that will be dde measure progress toward the specified
goals....”

In addition, NC G.S. 122C-102(c) was revised talrea

“The State Plan shall also include a mechanisnmieasuring the State’s progress towards increased
performance on the following matters: access teices, consumer friendly outcomes, individualized
planning and supports, promotion of best practigeality management systems, system efficiency and
effectiveness, and prevention and early intervanf@eginning October 1, 2006, and every six months
thereafter, the Secretary shall report to the Gdfessembly and the Joint Legislative Oversight
Committee on Mental Health, Developmental Disab#itand Substance Abuse Services, on the State’s
progress in these performance areas.”
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Appendix B: SAMHSA National Outcome M easur es
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Appendix C: CM S Quality Framework

HCBS QUALITY FRAMEWORK

The Home and Community-Based
Services (HCBS) Quality Framework
provides a commen frame of reference
in suppert of productive dialogue
among all parties who have a stake in
the quality of community services and
supports for older persons and ind:-
viduals with disabilities. The Frame-
work focuses attention on participant-
centered desired outconies along seven

dimensions.

Program design s=ts the stage for
achieving these desired outcomes.
gram design addresses such topics as
service standards, provider qualifica-
tions, assessment, service planning,
monitoring participant health and
welfare, and critical safeguards (e.g.,
incident reporting and management

systems).

+| Parbcspant Acoess

Participant-Centered

Quality Management Functions

| Discovery || Rernadiation || Immmnll

Saryice Planning
and Delivery

Provider Capacity
and | and Capabilities |

Pro-

Program Design
J; Il -E- [ |

Partcepant Safeguands

QUALITY
FRAMEWORK

Quality management encompasses three functions:

# Discovery: Collecting data and direct participant experiences in order to assess the ongoing implementation of
the program, identifying strengths and opportunities for improvement.

¢ Remediation: Taking action to remedy specific problems or concerns that arise.

¢« Continuous Improvement: Utilizing data and quality information to engage in actions that lead to continuous
improvement in the HCES program.

Focus

Participant Access

Desired Cutcome

Indiziduals have aocess to home and commnity-based services
and supperts in thelr campinizies,

Participant-Centerad
Service Planming and
Deelivery

Eervices and supports are planned and gffectively implemented
in accordarce with each participant s uniue needs. expressed
preferences and dectsicns concerning hisfer [fe Do the
COMRTNILY

Provider Capacity
and Capabilities

There wre sufficient HCBS providers and they possess and
demonstrate the capability to gffectively serve particpnants.

Participant
Safeguards

Participaets are safe and secure m their homes and
commrnines. taking into mecorot their informmed and expressad
choices,

Participant Rights
and Responsibilities

Participamts recelve support o exercise
Rccepting personl rﬂpﬂ?:s:'tﬂ:'::'es.

their rights wud it

Parficipant Outcomes
and Satisfaction

Participants are satisfied with their sorvices and achisve
desired mutcomes.

System Performance

The system supports participants gfficiently and efectively and
constantly sirives fo improne qualicy

Chaality managsment gauges the effec-
tiveness and functionality of program
design and pinpoints where attention
should be deveted to secure improved
cutcomes.

Program design features and quality
management strategies will vary from
program to pregram, depending on the
nature of the program’s target population,
the program’s size and the services that it
offers, its relationship to other public pro-
grams, and additional factors.

The Framework was developed in part-
nership with the National Associations of
State Directors of Developmental Dis-
abilities Services, State Units on Aging,
and State Medicaid Directors.
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Appendix D: Description of Data Sour ces

Domain 1: Access To Services

Table 1.1.a Persons in Ned®févalence RatesThe estimates of the percentage of individuale wh
experience a mental health, developmental, andkistance abuse disability each year come from the
following sources:

MH Prevalence Rates. Prepared by NRI/SDICC for CMHS, July 6, 2010 tfte MH Block Grant)

o Children: URS Table 1: Children with Serious Emn#&bDisturbance, ages 9-17, by State, 2009.
Note: 11% is the midpoint (10%-12%) for the LOF=&0ge (SED with substantial functional
impairment). The same rate was applied to childiregter age 9.

0 Adults: URS Table 1: Number of Persons with Segiblental lliness, age 18 and older, by State,
2009 = 5.4%.

NC Substance Abuse Prevalence Rates:. SAMHSA, Office of Applied Studies, National Suygeon
Drug Use and Health, 2007 and 2008, published 2006.

o Children and Adults: Table B.20, Dependence oAlarse of lllicit Drugs or Alcohol in Past
Year, by Age Group and State: Percentages, Annuailages Based on 2007 and 2008 NSDUH.

0 Prevalence rate for adolescents (ages 12-17) 18§.tor adults (ages 18-25) is 19.26%, and for
adults (ages 26+) is 6.42%. Total = 8.04%. Apmgyimese age group rates to July 2010
population = 8.21% total.

DD Prevalence Rates. Larson, S., Lakin, C., Anderson, L., Kwak, N.gl.d.H., & Anderson, D. (2000).
Prevalence of MR and/or DD: Analysis of the 19988 8IHIS-D. MR/DD Data Brief, April 2000, Vol

2, No. 1. Minneapolis: University of Minnesota, Rasch and Training Center on Community Living,
Institute on Community Integration. The NHIS-D ietNational Health Interview Survey (NHIS)
Disability Supplement used to estimate the prevadai people with MR and/or DD in the US Non-
Institutional Population. According to the artictgevalence rates for persons ages 3-5 = 3.84%,Gge
17 = 3.17%, and ages 18+ = 0.79%. Based on July R@Lprojected population, and excluding children
ages 0-2 who receive services from DPH, 1.30% @takal NC non-institutionalized population and
1.32% of the total population (including persongnistitutions) are estimated to have MR and/or BD.
persons ages 0-2 were to be included, the prevalate for the non-institutionalized population Webu
be 1.40% and the prevalence rate for the total latipn would be 1.42%.

Table 1.1.a and Table 1.1.b Percent of Persong@uddnd Served (eated PrevalendeThe percent of
persons in need who receive services is calculatetividing the number of persons who received at
least one Medicaid or state-funded service (basquha claims in the Integrated Payment
Reimbursement System (IPRS) and/or Medicaid claiystem for the time period July 1, 2009 through
July 30, 2010) by the number of persons in neeskofices. The number of persons in need (the
denominator) includes North Carolinians that tla¢ess MH/DD/SA service system is responsible for
serving (ages 3 and over for MH and DD, ages 12camd for SA). The disability of the consumer is
based on the diagnosis reported on the serviam.cRersons with multiple disabilities are includiecll
relevant groups. Currently, this information isrigepublished in the quartefommunity Systems
Progress Report More information on this report can be foundtloa web at:
http://www.ncdhhs.gov/mhddsas/statspublicationgirsfindex.htm
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Table 1.2.a Percentage of Persons Receiving Tiatess to Carelrhis measure is calculated by
dividing the number of persons requesting routman¢urgent) care into the number who received a
service within the required time period (14 calerttays) and multiplying the result by 100. The
information comes from data submitted by LMEs te Bivision. The Division verifies the accuracy of
the information through annual on-site samplingesfords. Currently, this information is being
published in the quarter@ommunity Systems Progress Repdibre information on this report can be
found on the web athttp://www.ncdhhs.gov/mhddsas/statspublicationgfresgindex.htm

Table 1.2.b Service Met in Time Frame that Met MeafdConsumersThe data presented in these tables
come from clinician-to-consumer initial interviewsat occurred between July 1, 2009 and June 3@ 201
through the North Carolina Treatment Outcomes and®@m Performance System (NC-TOPPS). This
web-based system collects information on a regdaedule from all persons ages 6 and over who
receive enhanced mental health services and 12@rdvho receive substance abuse services. More
information on NC-TOPPS, including annual reporizeach age-disability group, can be found at
http://www.ncdhhs.gov/mhddsas/nc-topps/index.Nivithin age groups, mental health and substance
abuse consumers overlap due to co-occurring digesil

Domain 2: Individualized Planning and Supports

Tables 2.1.a Choice Among Persons With Mental Heaftd Substance Abuse Disabiliti§shis
information comes from NC-TOPPS, described in Tdhkb above.

Tables 2.1.b Control Over Daily Decisions for Pess@vith Developmental Disabilitie¥he data
presented in these tables are from in-person iiet@swith North Carolina consumers in project year
2008-09, as part of the National Core Indicatogdet (NCIP). This project collects data on the
perceptions of individuals with developmental dities and their parents and guardians. The in¢sevs
and surveys ask questions about service experiamcesutcomes of individuals and their families.ro
information on the NCIP, including reports compgriorth Carolina to other participating states on
other measures, can be foundhdtp://www.hsri.org/nci/index.asp?id=reparts

Tables 2.2.a Family Involvement for Consumers Widntal Health And Substance Abuse Disabilities
This information comes from 3-Month update intewseconducted in SFY 2009-10 in NC-TOPPS,
described in Table 1.2.b above.

Tables 2.2.b Input into Planning Services and Skpdor Persons With Developmental Disabiliti&is
information comes from NCIP, described in Tabldst2above.

Domain 3: Promotion of Best Practices

Tables 3.1.a — 3.1.c Providers of Evidence-BasedBast Practicednformation on numbers served in
certain services comes from claims data, as reptot&edicaid and the Integrated Payment and
Reimbursement System (IPRS).

Table 3.2.a Short Term Care in State Psychiatriggifals The data come from the Division’s Healthcare
Enterprise Accounts Receivable Tracking System (RE8) HEARTS discharges for the period July 1 -
September 30, 2010. The HEARTS data include derpbgradiagnostic, length of stay and treatment
information on all consumers who are served ineStgterated facilities. Lengths of stay are caleddty
subtracting the date of admission from the dawdisitharge. The percents for each length of stay
grouping (1-7 days, 8-30 days, 30-365 days, and 88 days) are calculated by dividing the total
number of discharges during July 1-September 300 2@to the number of discharges in each length of
stay grouping and multiplying by 100.
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Table 3.2.b Admissions to ADATC FacilitieBhese data come from the Division’'s HEARTS data f
SFY 2006 through SFY 2010 as reported in the Comsidata Warehouse (CDW).

Table 3.3.a Follow-up Care for Consumers Dischafgmd State Developmental Centeffiese data
come from reports submitted quarterly by the dgualental centers to the NC Division of State Operate
Healthcare Facilities. The numbers do not incluelesgns discharged from specialty programs (such as
programs for persons with both mental retardatimhraental illness) or persons who were discharged
after receiving respite care only.

Table 3.3.b Follow-up Care for Consumers Dischaffgsmh ADATCs and State Psychiatric Hospitals
The data come from HEARTS direct discharges dutiegperiod April 1 - June 30, 2010 and Medicaid
and State Service Claims data for April 1- Octdder2010. Discharges to other state-operated tiasili
and the criminal justice system are not includdtk fime between discharge and follow-up care is
calculated by subtracting the date of dischargenfitee date of the first claim for community-based
service that occurs after the discharge date. €heepts of persons seen within 7 days, 8-30 dé&y603
days, and greater than 60 days are calculatedviirtj the total number discharged during the pkrio
into the number in each of the groupings of timéottmw-up care.

Domain 4: Consumer Outcomes

Tables 4.1 Service Outcomes For Persons With Dpusatal DisabilitiesThis information comes from
NCIP, described in Tables 2.1.b above.

Tables 4.2 and 4.3 Service Outcomes for IndividWalh Mental Health And Substance Abuse
Disabilities This information comes from initial interviewsraducted in SFY 2008-09 matched with 3-
Month update interviews in NC-TOPPS, describedabl& 1.2.b above.

Domain 6: Efficiency and Effectiveness

Table 6.1 Business and Information Managemé€hé data for information management come from
calculations of compliance for requirements inEt¢HS-LME Performance Contract

Table 6.2 Efficient Management of Service Furidss data on Utilization Review activities commerh
ValueOptions as well as Durham and Eastpointe LMEs.

Table 6.3 Performance on System Indicat®tss information comes from tH@ommunity Systems
Progress Report, SFY 201f§(puarter.

Domain 7: Prevention and Early Intervention

Table 7.1 Tobacco Sales to Minof$he Synar Program is named for former U.S. Reptatea Michael
Synar. Data on the percent of sales to minors doone the annual Synar Survey which North Carolina
conducts, as required by federal law, to ensuredahatates are showing progress in reducing acoes
tobacco sales to minors. The survey has been ingpltd since 1996.
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